INTRODUCTION {#sec1-1}
============

Bipolar disorder (bipolar affective disorder \[BPAD\]) is one of the most complex psychiatric conditions characterized by recurrent mood episodes and longitudinally varied course. It affects at least 1% of the population\[[@ref1]\] and according to the World Health Organization (WHO), BPAD is the sixth leading cause of disability among illnesses worldwide.\[[@ref2]\] The traditionally accepted clinical conception of the course of BPAD is that it is marked by time-limited acute episodes of mania and major depression, with occasional hypomanic and mixed episodes, with recovery back to euthymia. The classical concept also suggests favorable functional adaptation between episodes, with a marked decrease in acute morbidity with effective mood-stabilizing treatments.\[[@ref3]\] However, a number of recent studies have indicated that several patients with BPAD, who no longer met the syndromal or symptomatic criteria following recovery from an acute affective episode, nevertheless continue to display functional impairment.\[[@ref4]\]

Quality of life (QOL) and mental health have a mutual correlation in the sense that QOL is a direct consequence of mental health. A study done by Xiang *et al*.\[[@ref5]\] in 2010 concluded that social functioning is the main predictor of QOL in psychiatric patients. Several QOL studies on bipolar patients revealed that they experience lower functioning and well-being even in the euthymic phase of the disorder.\[[@ref6][@ref7][@ref8][@ref9][@ref10]\]

Functional impairment in vocational and social adjustment is commonly encountered among patients diagnosed with BPAD. The link between BPAD and the important outcome measure of social disability is under-researched in India.\[[@ref11]\]

This study attempted to assess the level of disability and QOL in outpatients with BPAD in remission and to identify the sociodemographic, clinical, illness, and treatment-related characteristics associated with poor outcome.

METHODS {#sec1-2}
=======

Consecutive patients, who satisfied the inclusion criteria, and attending the Psychiatry Outpatient Department at MOSC Medical College, Kolenchery, between August 2014 and August 2015 were contacted for participation.

Inclusion criteria {#sec2-1}
------------------

Patients between 20 and 60 years belonging to either sex who agreed to give an informed consent, with a diagnosis of BPAD -- currently in remission as per *The International Classification of Diseases* -- Diagnostic Criteria for Research (ICD-10 DCR) were recruited. To ensure remission, they required scores of \<8 and \<12 on the Hamilton Depression Rating Scale (HAM-D) and the Young\'s Mania Rating Scale (YMRS), respectively. Also, episodes of mood disturbance should not be present over the past 2 months.

Exclusion criteria {#sec2-2}
------------------

Organic mood (affective) disorders, seizure disorder, mental retardation, persistent neurological deficits, and other chronic debilitating medical illnesses such as chronic obstructive pulmonary disease, coronary artery disease, valvular heart disease, chronic liver disease, chronic kidney disease, and arthritis were exclusion criteria. The presence of any other psychiatric comorbidity or psychoactive substance use other than nicotine, amounting to harmful use/dependence was also considered exclusion criteria.

Assessment {#sec2-3}
----------

The following rating scales were used.

The International Classification of Diseases-10 Diagnostic Criteria for Research,\[[@ref12]\] derived from Chapter V (F) of ICD-10 was used to diagnose BPAD. The criteria being deliberately restrictive were intended to maximize homogeneity of study groups and comparability of findings in various studies.

The Hamilton Rating Scale for Depression-21 item\[[@ref13]\] developed by Max Hamilton in 1960, is the most widely used assessment scale for depression. The strengths include its excellent validation/ research base and ease of administration. Total scores range from 0 to 53 (the sum of the first 17 items).

Young\'s Mania Rating Scale (YMRS)\[[@ref14]\] is a clinician-rated scale to assess the severity of manic symptoms. Information for assigning scores is gained from subjectively reported symptoms over the past 48 hours and observation during the interview. YMRS is appropriate for assessing baseline severity and response to treatment. Total score is 60 and a score of ≤12 indicates remission of symptoms.

World Health Organization Quality of Life Scale -- BREF Malayalam version (WHO QOL-BREF)\[[@ref15]\] is based on four domains -- physical, psychological, social relationship, and environmental. There are also two items about individual\'s overall perception of QOL and his/her health. This scale contains a total of 26 items. Higher scores denote higher QOL.

World Health Organization Disability Assessment Schedule 2.0 (WHO DAS)\[[@ref16]\] is constructed on the conceptual framework of the International Classification of Functioning, Disability, and Health. It assesses the level of functioning in the six major life domains: (i) Cognition, (ii) mobility, (iii) self-care, (iv) getting along, (v) life activities, and (vi) participation in society. For ease of administration in the outpatient setting, the 12-item interviewer version was used.

Kuppuswamy\'s Socio-economic Status Scale\[[@ref17]\] is the most widely accepted scale in India to assess the socio-economic status of the study group. Education, occupation and family income were the three measurements. Individuals were classified as belonging to lower, upper lower, lower middle, upper middle, or upper socio-economic status.

A specially designed semi-structured proforma was used to collect sociodemographic, illness related, and treatment-related variables.

Procedure {#sec2-4}
---------

Consecutive patients who met the inclusion and exclusion criteria were recruited. The socio-demographic, illness--related, and treatment-related variables were collected from the patients and/or the family members. The QOL and disability were assessed using the respective scales.

Statistical analysis {#sec2-5}
--------------------

Mean and standard deviation were used to describe continuous variables, whereas frequencies and percentages were obtained for categorical data. Pearson\'s correlation coefficient and Student\'s *t*-test were employed to assess the statistical significance. Multiple linear regression was done after adjusting for age and gender. Statistical analysis was performed using the Statistical Package for Social Sciences (SPSS for Windows, SPSS Inc., Version 20, Chicago, IL, USA).

RESULTS {#sec1-3}
=======

Eighty-four patients were recruited for the study. The socio-demographic and clinical characteristics are recorded in [Table 1](#T1){ref-type="table"}. Majority of patients were males, and were middle-aged, married, educated, employed, hailing from nuclear families in rural habitat, and belonging to lower socio-economic class. They had early age of onset of illness, with multiple affective episodes, with psychotic symptoms during these episodes. They were on psychotropic medications and reported certain adverse drug reactions.

###### 

Socio-demographic and clinical characteristics

![](IJPsyM-38-336-g001)

The patients had a mean total WHO-Disability Assessment Scale score of 19.2 ± 2.09. The maximum subscore was in domain 4 (4.04 ± 0.57), i.e. domain of getting along (ability to interact with other people) followed by domain 2 (mobility, i.e., ability to move and get around). Disability was least in the domain 5, i.e., life activities (mean total score of 2).

The subjects had a poor QOL with a mean total WHO-QOL BREF score of 54.26 ± 2.85. The QOL was worst in the domain 3, i.e., social interactions (11.99 ± 1.79) and was better was in the domain 1 (physical, 14.83 ± 1.12).

[Table 2](#T2){ref-type="table"} documents the factors associated with disability. The following variables were statistically significantly related to disability on bivariate analysis: gender, age, marital status, not an earning member, age of onset of illness, duration of illness, number of depressive and hypomanic episodes, history of deliberate self--harm, and QOL score. Negative earning member status, and QOL scores were the predictive variables as per multiple linear regression done after adjusting for age and gender. Disability scores increased with increasing age, among females and in those who were not the bread-winners of their family, while it was inversely related to QOL scores.

###### 

Factors associated with World Health Organization disability assessment schedule II score
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[Table 3](#T3){ref-type="table"} includes the factors associated with QOL score. The following variables were significantly related to QOL on bivariate analysis: age, duration of illness, total duration of ill period, history of deliberate self-harm, and WHO DAS score. However, only age and WHO DAS scores remained statistically significant after adjustment using multiple linear regression. QOL was inversely related to age and disability score.

###### 

Factors associated with World Health Organization Quality of Life-BREF score
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Therefore, disability worsened with increasing age, among females and in those who were not bread-winners of their family, while it was inversely related to QOL scores. QOL was inversely correlated with age and disability score.

DISCUSSION {#sec1-4}
==========

A significant proportion of patients with bipolar disorder in remission had disability and poor QOL. This is consistent with reports from other studies.\[[@ref18][@ref19][@ref20][@ref21]\]

Disability was significantly associated with poorer QOL score. This has been demonstrated in previous studies\[[@ref22]\] which suggested the need to identify disability and QOL issues among bipolar patients who are in remission and are asymptomatic. Interventions should focus on reducing disability and improving QOL.

Contrary to a previous study,\[[@ref20]\] increasing age was associated with increased disability and low QOL. Disability was also associated with gender and not being an earning member of the family.\[[@ref7]\] Social pressures based on gender and livelihood issues form important stress for people with mental illness. Women living within patriarchal societies are prone to extreme stress and need help and support in addition to attempts at changing social norms. Livelihood issues, particularly in countries without welfare measures, are sources of severe stress. Examining and evaluating interventions to reduce disability and to improve QOL are crucial in the successful management of people with bipolar illness. While much has been achieved in reducing symptoms using psychotropic medications, a lot more is needed to be done to reduce disability and to improve QOL in people with mental illness. The strengths of the study are the inclusion of consecutive cases and a relatively larger number of people with bipolar disorder in remission. The cross-sectional study design is one of the limitations.

CONCLUSION {#sec1-5}
==========

Increasing age remains an irreversible factor associated with poor outcome in BPAD. However, being a male who could earn for himself and family was found to be associated with lower disability level and better QOL. Planning and implementing measures to empower bipolar patients to meet the demands of day to day living and identifying the reversible physical and psychological causes of poor outcome in females may help to improve the outcome. Health insurances and policies should be adopted to meet the treatment expenses, and opportunities for better education and employment of the BPAD population as well as the \'at-risk\' group are areas that need to be worked upon. To conclude, the authors identify the need for more longitudinal studies to generalize these findings.
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